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PROMOTING 
RESPECTFUL 
MATERNITY CARE (RMC) 
AT BIRTH
ORIENTATION FOR 
FACILITY-BASED 
WORKSHOPS 
Introduction to Workshop
• Goal
• Objectives
• Introduction to Respectful Maternity Care
• Overview of Maternal Health
• Disrespect & Abuse at Birth: Definitions
• Human Rights and Childbearing Rights
Workshop Goal
Orienting service providers
on the Respectful Maternity Care (RMC) concept 
along with a set of evidence-based interventions
to promote RMC
Workshop Objectives
• Outline the current status of maternal and 
neonatal health in relation to respectful care
• Discuss key RMC concepts, terminology, legal and 
rights-based approaches related to respectful 
maternity care and the RMC Resource Package
• Demonstrate knowledge and use of VCAT theory 
and practice
• Discuss selected evidence-based strategies that 
reduce disrespect and abuse
Workshop Objectives
• Discuss the participants’ role in promoting RMC
• Develop action plans to support the 
implementation of RMC interventions at various 
levels of health:
– Policy and program
– Regional, county, or subcounty
– Facility and community
ICEBREAKER AND INTRODUCTION 
TO THE WORKSHOP
OVERVIEW OF MATERNAL HEALTH 
AND DISRESPECT AND ABUSE 
DURING FACILITY-BASED 
CHILDBIRTH
Objectives
By the end of the session, participants will be able to:
• Outline the current status of maternal and newborn 
health globally, regionally, and locally
• Discuss factors contributing to maternity mortality and 
morbidity
• Explain the meanings of respectful, dignified, 
disrespect, and abuse
• Discuss factors leading to disrespect and abuse (D&A)
• Discuss the categories and evidence for D&A
during facility-based childbirth related to maternal 
health care
Overview of Maternal Health
• Up to 287,000 women globally die each year
during pregnancy and childbirth.
• Most of these women die from not having access
to skilled routine and emergency obstetric care.
• About 800 women die from pregnancy- or childbirth-
related complications around the world every day.
• 99% of all maternal deaths are in developing 
countries.
• More than half of these deaths occur in sub-Saharan 
Africa, and almost one third occur in South Asia.
• Maternal mortality is unacceptably high in Africa.
WHO et al. 2012 and WHO et al. 2014
Maternal Mortality—
Deaths per 100,000 live births, 2013
Barriers to Quality Maternal Health 
Care
Financial barriers
• Inadequate provision of absolute minimum 
obstetric care;
• Poor facility infrastructure, such as water, 
electricity, equipment, drugs, supplies; 
• Cost of services;
• Poor access to facilities due to weak road networks 
and communication networks; and
• Lack of available emergency transportation.
Non-financial Barriers 
to Quality Maternal Health Care
• Perceived—or real—negative provider attitudes;
• Poor quality of care in facilities during childbirth,
including disrespectful and abusive treatment
by health providers and facility staff;
• Low levels of provider competency and skills, and lack
of supportive supervision;
• Cultural beliefs, stigma, and clients’ and providers’ 
perceptions of various health conditions and services;
• Gender and the decision-making process;
• Lack of awareness and recognition of signs and 
symptoms of obstetric danger; and
• Lack of awareness of availability of services.
Maternal Health in Specific Contexts
Brainstorming Activity:
• What is the current status of  maternal health
in your country—county or region—facility? 
• What incidents of inhuman and uncaring behavior
or attitudes exists in your county or region, and 
facilities?  Discuss incidents specifically,
in relation to the contexts—locations—where they 
occurred.
Disrespect and Abuse (D&A)—
Globally and Regionally
• Safe motherhood must be expanded beyond
the prevention of maternal morbidity or mortality
to encompass respect for women’s basic human 
rights.
• An encounter with providers during childbirth should 
be characterized by:
– A caring attitude, empathy, support, trust, confidence,
and empowerment, along with 
– Gentle, respectful, and effective communication to enable 
informed decision-making.
• This may not be the case for most women.
• Many women experience D&A during childbirth.
Definitions of Key Terms
• Dignified is an adjective derived from the word 
dignity; it means tasteful in appearance or behavior 
or style, especially formality or stateliness in bearing 
or appearance.
• Respect can be a specific feeling of regard
for the actual qualities of the one respected
(e.g. “I have great respect for her judgment”).
• Undignified is lacking dignity or value for someone.
• Disrespect is rude conduct and usually considered 
to indicate a lack of respect.
Collins English Dictionary 2003
Disrespect and Abuse (D&A)
• Evidence shows women are subjected to inhumane 
treatment such as abandonment, verbal abuse and 
detention in facilities (FCI 2005, CRR and FIDA 2007).
• USAID global evidence categorizes D&A by seven 
categories and identifies gaps for research and 
intervention (Bowser & Hill 2010).
• USAID, URC and Population Council, in the Heshima
and AMDD-Staha projects, generated evidence
on D&A’s prevalence, its potential drivers, and 
interventions to reduce it:
www.biomedcentral.com/1471-2393/13/21.
Landscape Analysis of D&A
(Bowser and Hill 2010)
D&A as Barriers
to Quality Maternal Health Care
• Skilled Birth Attendance (SBA) is the single most 
important factor determining the difference 
between life and death for a woman in need 
of maternal health care.
• In addition to geographic, financial, and cultural 
barriers to quality maternal health care, D&A 
deters women from SBA.
D&A Evidence
• A study in 13 health facilities in Kenya, to determine 
the prevalence and types of D&A during facility-
based childbirth, also revealed that: 
– One in five women interviewed (n=644) as they 
left the postnatal ward reported feeling 
humiliated at some point during her labor and 
delivery.
– Nine out of 10 health care providers said they 
had heard of or witnessed colleagues treating 
women inhumanely.
D&A Types Experienced by Postpartum Women 
(n=644) in the Kenya study
Non-dignified care 18%
Neglect/abandonment  14%
Non-confidential care    9%
Detention 8% 
Physical abuse   4%
Demand for bribe           1%
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What Drives D&A?
Levels of Health Care –
At policy and governance 
levels:
• No knowledge 
of international 
conventions
• Complacency 
of policymakers
• Insufficient funding 
for maternal health 
care
At health facility and provider 
levels:
• Lack of understanding 
of clients’ rights
• Inadequate infrastructure 
leading to poor working 
environment
• Staff shortages leading 
to high stress
• Poor supervision
• Lack of professional support
• Weak implementation 
of standards and quality of 
care guidelines
At the community level:
• Imbalanced power dynamics
• Difficult for victims to seek 
justice
• Lack of understanding 
of women’s health rights
At all levels of care: Normalisation of D&A coupled with no, or weak, 
accountability mechanisms
Group Activity
• Have you seen or heard about poor quality of care 
or humiliating treatment?
• If a woman wants to squat during childbirth, 
what should you do?
• What happens to a woman’s placenta 
in your facility?
HUMAN AND CHILDBEARING
RIGHTS
Objectives
By the end of this session, participants will be able to:
• Define and discuss the characteristics of human 
rights;
• Discuss a human rights–based approach
to reproductive health;
• Discuss the universal rights of childbearing women;
• State the legal definition of the categories of D&A 
and corresponding Universal Rights of Childbearing 
Women;
• List examples and standards of care.
Brainstorming Activity
• What are “Human Rights?”
• What is “reproductive health?”
• What are “reproductive rights?”
Human Rights
• Definition of Human Rights—Those rights every 
human being possesses and is entitled to enjoy 
simply by virtue of being a human being.
• Origin and Characteristics of Human Rights—
Human rights are founded on religious, 
philosophical, and legal principles: 
– Most religions promote the concept of equal
and fair treatment of all human beings.
– The principles of equality, dignity, and 
nondiscrimination form the philosophical basis
of human rights.
United Nations General Assembly 1948
Characteristics of Human Rights
• Internationally guaranteed
• Legally protected
• Focus on the dignity
of human beings
• Protect individuals and 
groups 
• Obligate state and
non-state actors
• Cannot be waived or 
taken away 
• Equal and 
interdependent
• Universal
Examples of Human Rights
• Life
• Bodily integrity
• Privacy
• Freedom of thought
• Liberty and security
• Freedom of expression
• Choice of marriage and 
family, including number
of children, if any
• Enjoyment of one’s sexuality
• Highest standard of physical
and mental health
• Freedom from discrimination
• Prohibition of arbitrary arrest, 
detention, and exile
• Effective remedy for violations
• Due process in criminal trials
• Self-determination
• Education
• Information
Limitations of Human Rights
• Rights are not absolute.
• Under certain conditions, limitations can be 
imposed by the state on the exercise and 
realization of certain rights.
• These limitations ensure respect for the rights
of others and meeting the just requirements
of public order, health, morals, and national 
security.
• For example, an individual’s rights to freedom
of assembly and expression are subject
to national security concerns and requirements
for public order.
Human Rights and Reproductive Health
• Definition of Reproductive Health—Complete physical, 
mental, and social well-being in all matters related
to the reproductive system including a satisfying
and safe sex life, capacity to have children, and
the freedom to decide if, when, and how often.
• Definition of Reproductive Rights—Couples’ and 
individuals’ rights of deciding, freely and responsibly,
the number and spacing of their children, including: 
– The information, education, and means to do so; 
– The highest standards of sexual and reproductive 
health including decisions about reproduction free
of coercion, discrimination, and violence.
The Human Rights-Based Approach
to Reproductive Health
• Includes accountability, participation, transparency, 
empowerment, and non-discrimination;
• Identifies entitlements as the core of human rights;
• To harmonize international human rights laws
with the rights of women in maternity care
to be free of D&A, in 2011 the White Ribbon Alliance 
(WRA) and its partners developed the Charter 
for the Universal Rights of Childbearing Women…
The Universal Rights
of Childbearing 
Women
Disrespect and abuse (D&A) 
during maternity care are
a violation of women’s basic 
human rights.
Respectful Maternity Care Advisory Council, 
White Ribbon Alliance for Safe 
Motherhood (2011)
Respectful Maternity Care Charter 
Group Activity
• In pairs, share an incident where you experienced 
any form of inhumane or non-dignified treatment—
in a public or private office, on public transport,
at a family or social events—
• Narrate the incident: Where? When? How?
• What emotions did the incident elicit at the time, 
and thereafter?
• You may share the incident publicly, with the larger 
group, if you so wish.
CATEGORIES OF D&A,
THEIR LEGAL DEFINITIONS,
AND CORRESPONDING
UNIVERSAL RIGHTS
FOR CHILDBEARING WOMEN
Physical Abuse
Right A woman right to be free from harm and ill 
treatment 
Legal definition Physical or mental mistreatment
or maltreatment of a person resulting
in mental/physical/emotional or sexual injury
Examples • Slapping/Pushing/Beating/Pinching 
• Stitching episiotomy without anesthesia
• FGM during labor/Re-stitching FGM scar
• Rape or inappropriate touching
during examination, of genitals or thighs
Non-consented care
Right Every woman has the right to information, 
informed consent and refusal, and respect
for her choices and preferences,
including companionship during maternity care 
Legal definition Medical procedures performed without a client’s 
consent and full knowledge of risks involved
Examples Lack of explanation of medical procedures,
such as tubal ligation and hysterectomy, VE if 
client(s) or relative(s) are in state to give consent
Non-dignified care
Right Every woman has the right to:
• Privacy and confidentiality
• Dignity and respect
• Information about her own physical care
Legal 
definition 
To subject person to a demeaning or inhuman and 
degrading treatment with an intention of hurting 
their feelings and emotions as human beings
Examples Failure to provide services due to personal values
No explanation of the scope of services offered
Exposed unnecessarily 
Unhygienic conditions
Discrimination
Right Every woman has the right to equality, freedom 
from discrimination, and equitable care. 
Legal 
definition 
Differentiated treatment of persons on the basis 
of their sex, tribe, age, dress, nationality, religion, 
or medical status/health
Examples • Mother’s record clearly marked “HIV positive”
• Failure to provide medical procedures,
such as VE for HIV clients
• Denial of services due to lack of money or
poverty 
Abandonment or Neglect
Right Every woman has the right to equality, freedom 
from discrimination, and equitable care. 
Legal 
definition 
The act of refusing to render medical or surgical 
treatment, or the act of rendering medical
or surgical treatment “in a manner so hash
or negligent as to endanger human life or to be 
likely to cause harm, injury, or death” 
Examples Delay in receiving care after a decision has been 
made, e.g. to perform C/S
Failure to provide service according to SOPs 
or  guidelines even when resources are available,
including staff, equipment, supplies
Detention
Right Every woman has the right to liberty, autonomy, 
self-determination, and freedom from coercion.
Legal 
definition 
The act of holding a person in custody, 
or confinement or compulsory delay in a medical 
facility for failure to settle medical bills
Examples Retaining a mother in the facility when she is 
unable to pay 
Retaining a mother in a facility if her baby is sick, 
injuring the infant’s welfare
Non-confidential care
Right A woman’s right to privacy and confidentiality is 
respected.
Legal 
definition 
Sharing a patient’s health and other personal 
information without the patient’s consent 
Examples Asking or providing clients with information
in the presence of others 
Keeping clients’ information so it can be assessed 
by others for reasons other than provision of care
Group Activity
First Role Play:
Communicating About a Woman’s Right to RMC
VALUES CLARIFICATION
AND ATTITUDE TRANSFORMATION 
(VCAT)
Objectives
By the end of this session, participants will be able to:
• Discuss the VCAT theoretical framework; 
• Explain the meaning of the terms values, values 
clarifications, and attitude transformation;
• Identify the values that inform their current beliefs 
and attitudes about childbirth and midwifery 
practice;  
• Discuss the assumptions, myths, and cultural beliefs 
surrounding facility-based childbirth;
Objectives
• Discuss ethical issues surrounding childbirth;
• Demonstrate separation of participants’ personal 
beliefs from professional roles and responsibilities
in advocating for respectful maternity care (RMC); 
and
• Discuss participants’ intentions to change
their behavior to provide RMC during childbirth
that is consistent with their chosen, affirmed values.
Brainstorm Activity
• What are “values” and “attitudes”?
Our Values
• Our values form a fundamental part of our lives and have an 
effect on how we behave, both personally and professionally. 
• Our choices and actions are a result of informed, reasoned 
thoughts and feelings influenced by our values.
• Values are what we hold dear and think is important; they 
influence how we conduct ourselves and live, and serve as 
our internal guide. 
• Values are closely related to, and affected by, our beliefs, 
ideals, and knowledge, and can affect our attitudes and 
behaviors. 
• Values define what is right or good and just and determine 
the right versus wrong and good versus bad, informing the 
decisions we spend our time and energy on, and how we act. 
• Values tend to have persistence and assume a pattern in our 
lives. Navran 2010
What Is Values Clarification?
• Values clarification is the process of assessing
the effect of personal values on decision-making. 
• It determines the outcome of an action. 
• The personality of an individual person can be 
determined by looking at that person’s actions.
• Given the central role values play in our lives,
it is important both to understand how values form 
and how they affect our decision-making and 
behavior. “Valuing occurs when the head and 
heart… unite in the direction of action.”
Dewey 1939, in Turner and Chapman 2008
Attitudes and Beliefs
• An attitude is a favorable or unfavorable evaluation of 
a person, place, thing, or event. 
• A belief is a thought that we hold and deeply trust. 
• Beliefs tend to be buried deep within the 
subconscious, triggering automatic reactions and 
behaviors. 
• We seldom question beliefs; we hold them to be truths.
– Example: Without being aware of it, John believed 
that it was cool to complain and criticize. Alienation 
by his friends caused him to identify, question, and 
change this belief about what is cool—and attractive 
to others.                                           Fishbein and Raven 1962
Attitudes and Beliefs
• Our beliefs shape our attitudes, or the way we think 
about and act toward particular people and ideas. 
• These are so ingrained we may be unaware of them
until confronted with a situation that challenges them.
• Everyone has a right to her or his own beliefs.
• Health care providers have a professional obligation, 
however, to provide respectful and non-judgmental care.  
• Being aware of your personal beliefs and how they affect 
others—both positively and negatively—help you do that.
• Childbirth brings up many emotional, private, and 
sensitive issues in most cultures around the world, with 
specific issues and concerns differing place to place.
Communicating Beliefs and Attitudes
• How we communicate our beliefs and attitudes (verbally and 
nonverbally) is an important aspect of client interaction.
• Every interaction between providers and a pregnant woman, 
from her entry to a maternity unit until she or her relatives 
leave, affects her and her family, including their: 
–Choice of facility-based birth or future fertility intentions;
–Trust and sharing of personal information and concerns;
–Ability to listen to and retain important information;
–Decisions accurately reflecting her situation, needs, and 
concerns;
–Commitment to adopting new health-related behaviors; and 
–Future health-seeking behavior.
Motivation to Change
• Driven by values clarification (VC);
• Values clarification begins with an individual’s desire
to change a current behavior or current norm.
• One must begin by gaining knowledge, deepening 
understanding of existing or new knowledge; and
• experiencing empathy, acknowledging current values, 
considering alternative values, recognizing barriers
to change, and remaining open to change.
• Through this process, it is possible to understand
the range of our experiences and influences that have 
brought us to our values, and consciously accept
our values.
Questions During the VC Process
• How did you arrive at having this value?
• Did anyone suggest this value to you, or did you 
develop this value on your own?
• What will the results of holding this value be?
• What assumptions are you making?
• What are the alternatives values?
Values Clarification Process
The process of becoming aware of and considering:
• Affirming or rejecting our own values related
to a particular topic or issue; 
• In RMC issues related to maternal health care,
the VC process typically involves three steps: 
1. Choosing, 
2. Prizing, and 
3. Acting.
Choosing Values
• A value must be chosen freely from alternatives 
with an understanding of both positive and 
negative consequences of that choice. 
• Once values have been clarified, an informed 
choice can be made about which values we truly 
and consciously want to uphold.
Prizing Values
A chosen value must be associated with some level 
of satisfaction and affirmation, as well as confidence 
in the value. 
Some questions to consider:
• How do you feel about your choice?
• How satisfied are you with your decision?
• Is this something that is really important to you?
• Would you be prepared to stand up and announce 
your choice in public?
• Are you willing to put it in writing?
Acting on Values
• A freely chosen, affirmed value must translate
into action.
• Ideally, the action will lead to some positive outcome
and be repeated. 
Some questions to consider:
• What are the first steps you will take or have taken
to make this choice a reality?
• Have you made definite plans to act on this value?
• Is your decision definite or tentative?
• Is this something you have done, or will do, regularly?
• Have you been consistent in your actions?
Facilitating the Process
The process of values clarification relies on a skilled facilitator
who can create a safe, comfortable space to assist:
• Rational thinking and emotional awareness to examine 
participants’ personal belief systems and behavior patterns;
• Identifying and analyzing issues in which their values may 
conflict, through thoughtful reflection and honest self-
examination;
• Specifying how they can act in a manner consistent
with their clarified value(s);
• Experiencing new or reframed information or knowledge 
designed to be accessible and relevant (personally, socially, 
politically).
VC and VCAT Theoretical Framework
Adapted from Turner, Katherine L. and Kimberly Chapman 2008. Abortion Attitude Transformation: A Values Clarification Toolkit for 
Global Audiences. Chapel Hill, NC, Ipas
Key Points for VCAT
• We must be certain that our values determine
our actions and behaviors.
• We may not be clear about what we value,
but our choices are dependent on what we feel
is most important to us.
• All decision making is based on values clarification, 
including being accountable to our clients,
those we supervise, and our supervisors.
‘Crossing the Line’ Exercise
By the end of this activity, participants will be able to:
• Articulate their feelings and views on disrespect
and abuse (D&A) during childbirth;
• Identify views among participants on how D&A
might affect individuals and society at large.
‘Thinking About My Values’
The goal of this activity is to encourage participants
to examine their values, as well as the origins
of these values, and the way those values have 
shaped their lives and the lives of those around them.
Adapted and modified from Exhale. 2005. Teaching support: A guide for training staff
in after-abortion emotional support. Oakland, CA, Exhale.
‘Thinking About My Values’ Objectives
By the end of the session, participants will be able to:
• Identify and examine the role of external influences, 
such as family and social norms, religious beliefs, 
and age or life stage on the formation of values 
about midwifery and facility-based childbirth;
• Explain how their values have changed over time,
in response to new knowledge and experiences;
• Articulate any conflicts between the social norms
or normalized behavior with which they were raised, 
trained, or oriented, and their current values and how 
they resolve such values conflicts.
The Self-Concept Model
The goal of this activity is to become more self-aware
by exploring the self-concept model, and apply this 
awareness to techniques that aid in transforming 
behavior:
• Discuss the self-concept model as a tool
for examining one’s behavior;
• Briefly discuss behavior transformation;
• Demonstrate and apply knowledge of the self-
concept model.
Understanding Our Behavior
• The family and social groups in which we grew up often are 
important in shaping the core values that inform our beliefs. 
• Social groups may include immediate and extended family; 
racial, ethnic or cultural groups; heritage; and socio-economic 
groups. 
• The role these external influences may play is often 
subconscious, operating beneath our beliefs and interactions. 
• At different points in our lives, and for different reasons, we 
may challenge these beliefs and underlying values. 
• Reflecting on the sources and influences of these core values 
on our present beliefs about midwifery or childbirth, and how 
this has changed over time, helps us respond to new 
knowledge and practice.
The Self-Concept Model in Offering 
Care During Childbirth 
• The self-concept model is one providers may use
to understand themselves.
• Providing care during childbirth is complex and requires 
communication as a primary tool, as many people are 
dealt with.
• Providers are people first and secondly are midwives
or doctors.
• We all have our own weaknesses, strengths, fears, 
anxieties, doubts, and uncertainties; all these can either 
hinder or facilitate providers’ work with clients.
• Providers must, therefore, continuously engage in self-
exploration, to be aware of their weakness, how others 
affect them, and their effects on others.
About the Self-Concept Model
Self-image
Ideal self
Body image 
Self-esteem
Hidden
Public
Private
The Self-Concept Model
It has four parts, with three concentric circles: 
The three concentric circles constitute: 
• the public domain; 
• the private domain; 
• the hidden domain;
The four parts comprise:
• Self-image
• Body image
• Self-esteem
• Ideal self
The Public Domain
• All information in this domain is public or can easily 
be seen or known, by the individual or others. 
• This public information includes sex, age, race, 
color, tribe, residence, and occupation. 
• The individual has little control over this information.
Private Domain
• Information in this domain is confidential. 
• The individual has control over what others know 
and discloses this information to only a chosen few.
• This information includes secrets or intimate 
thoughts such as, “I am a loser” or “a failure” or 
“successful” or “in love with” or “hate”…
Hidden Domain
• Information in this domain is hidden from the 
individual’s own awareness. 
• This information may be buried in early childhood 
memories.
• This information may be painful, embarrassing,
or humiliating to remember, so the individual has 
learned to repress it deeply, in the unconscious.  
• An example of this may be experience of sexual 
abuse in childhood; an individual may need 
professional help to deal with it.
The Three Domains and Images of Self 
• The three domains—public, private, hidden—affect 
how we behave and deal with our professional 
practices and life situations.
• They affect our image and self-esteem. 
• Within these domains, ideas about our selves, 
divided into four imaginary parts, are found:
– Self image
– Body image
– Ideal self 
– Self-esteem
Self Image
• Self-image is how you perceive yourself, and it is 
composed of a number of self-impressions
built up over time: 
– What are your hopes and dreams? What do you think and feel? 
– What have you done throughout your life, and what did you want 
to do?
• These self images can be very positive, giving a 
person confidence in thought and action, or 
negative, making a person doubtful of their 
capabilities and ideas. 
• Your self image can be different from how the world 
sees you.
Body Image
• Body image is an individual’s perception of his or her 
physical self, including feelings of attractiveness
or unattractiveness.
• How we think our body looks may not always be 
acceptable to us.
• Some people are not happy with their body weight, 
size, or shape; they may perceive their bodies as 
undesirable, no matter how they may actually appear—
they may not like the fact that they are short, tall, 
dark, big, or thin.
Ideal Self
• The ideal self is the person we wish we could be—
“How I would like to see myself.” 
• This includes the way we wish we could look, 
behave, feel, and think. 
• In many cases, when a person’s self-esteem is low, 
how a person sees his- or herself and the way they 
would like to be do not match.
Self-Esteem
• After learning about ourselves, it is a reflexive next step
to decide what we like about who or what we are.
• Self-esteem is a psychology term denoting a person’s 
overall evaluation or appraisal of his or her own worth. 
• Self-esteem constitutes our total worth, or our pride, 
values, enjoyment or respect about ourselves. 
• If both an individual’s self-image and body image 
correspond with his or her ideal self, then that individual’s 
self-esteem will be reasonably high. 
• If an individual’s public domain and private domain are 
not much different, meaning a person is open and has not 
much to hide from people, then self-esteem is also high.
Brainstorming Activity
• Give examples of negative or positive behaviors 
that may result from low or high self- esteem. 
• How do these specific behaviors create a pleasant 
or unpleasant environment?
Impact of Our Self-Esteem
and Interactions with Others 
• The interactions between our self-image, body image, 
and ideal self combine to affect our self-esteem. 
• Consequently, our self-esteem—feeling good or bad 
about ourselves—affects how we treat people
around us. 
• High self-esteem can result in positive, optimistic 
interactions with other people.
• Low self-esteem can result in negative, unhappy 
interactions with people in our social and 
professional lives.
Self-Esteem and Interactions with Others 
• Negative behaviors include harsh, aggressive, impatient, 
and domineering actions. 
• Consistently engaging in negative behaviors can be 
destructive to the self and others by enabling and 
reinforcing negative environments.
• When negative environments make it difficult for providers 
to focus on quality care, maternal health outcomes can be 
negatively affected.
• Positive behaviors include being calm, patient, reasoning 
or understanding, kind-hearted, and caring, among others.
• Positive behaviors result in acceptable social and 
professional norms, which can reinforce providing quality 
care, which can then improve maternal health outcomes.
Behavior Transformation
Behavior transformation is a self-directed process 
that starts with:
• Aspiring to change as a result of self-critique and 
desired improvements;
• Understanding what the change means in your life, 
including life purpose and goals;
• Taking personal responsibility by cultivating         
the ability to accept personal, social, and 
professional responsibility.
• Group coaching or mentoring, psychological 
debriefing through peer groups and counseling.
Behavior Transformation
• Self-behavior coaching through affirmations, as a 
mechanism for bringing about behavior change:
– An affirmation is a short statement of words charged
with power, conviction, and faith; an individual can repeat
the short statement several times a day for reinforcement
while undertaking a task or procedure.
• Attitude talk for positive internal dialogue.
– To override past negative actions and thoughts, an individual 
can erase or replace them with a conscious, positive internal 
voice that helps the individual face new challenges.
Behavior Transformation
• Behavior transformation requires an individual
to identify positive relationships—“Whom do I need 
to help me change my behavior, and how will they 
support me?”
• People with whom we have positive, affirmative 
relationships can help us be positive and 
affirmative people ourselves. 
• Furthermore, supportive professional and social 
environments also play an important role in serving 
as an enabling environment for our positive 
behavior.
PSYCHOLOGICAL DEBRIEFING 
SESSIONS FOR PROVIDERS—
Caring for the Carers
Objectives
By the end of the session participants will be able to:
• Explain how work-related stress can drive D&A 
during facility-based childbirth;
• Examine the impact of difficult or traumatic work 
experiences on providers;
• Discuss psychological debriefing sessions
for health care providers as strategy to reduce
work-related stress;
• Explain the steps in conducting psychological 
debriefing sessions for health care providers.
Work-related Stress as a Driver of D&A
Work related stress is the adverse reaction people have 
to excessive pressures or other types of demand placed 
on them at work. 
Symptoms of work-related stress include:
• Physical symptoms: fatigue, muscular tension, 
headaches, etc.;
• Psychological symptoms: anxiety, irritability, 
pessimism (won’t make it, can’t happen), feelings
of being overwhelmed and unable to cope,
and reduced ability to concentrate or make 
decisions.
Behavioral symptoms of work-related stress include:
• Increased sick days or absenteeism or aggression;
• Diminished creativity and initiative, and decline        
in work performance;
• Problems with interpersonal relationships, mood 
swings and irritability, lower tolerance of frustration 
and impatience.
Whether an individual experiences work-related stress 
depends on the job, the individual’s psychology,
and other factors (such as personal life and general 
health).
The Impact of Difficult or Traumatic 
Work Experiences on Providers
• Events related to labor and delivery may overwhelm
a person’s coping skills.
• Distress or trauma caused by work events can result 
in negative behavior by health care providers.
• Maternal health care providers often experience 
traumatic events such as maternal death, fetal death, 
or caring for a terminally ill patient, which can cause 
them sadness and grief. 
• Other critical incidents, but less serious than death, 
can be morally draining and disturb a health care 
provider’s sense of peace and purpose.
Potential Critical Incidents
• High work loads and lack of professional support
for staff, as well as poor governance and leadership;
• Internal stress, which is often externalized through lashing 
out at others, which has been identified as a potential 
drivers of D&A during facility-based childbirth;
“Lower level” incidents occurring consistently may result in:
• Cumulative emotional burdens contributing to staff stress;
• Burnout and emotional exhaustion, which ultimately 
detract from providing quality care to patients.
Health care providers should be given psychological support 
to help release their emotional distress following any trauma 
or critical incidents encountered during their work.
Psychological Debriefing Sessions 
for Providers 
This also known as Caring for the Carers, which refers
to providing supportive services for health care providers 
as a means of relieving their anxiety and distress arising 
from work situations.
• One such service includes psychological debriefing
sessions, which enable groups and individuals
to deal with work-related stress.
Conducting Staff Debriefing Sessions
• A group of providers discuss their experiences, impressions, 
and thoughts about an event, to deal emotionally with a 
challenging or upsetting work event safely and productively. 
• The facilitator can be a counselor or peer (facility staff)
who helps the group process information shared.
–A facilitator may be a nurse, midwife, hospital chaplain,
or psychologist.
• The facilitator should have professional and interpersonal 
skills to guide the established process helping group 
members recover from their distress.
• The facilitator assesses individuals’ needs for further
individual counseling, and makes recommendations
for individual follow ups.
Debriefing Session Structure
The Staff Debriefing Session comprises seven stages:
1. Introduction
2. Expectations, Narrative and Facts
3. Impressions and Thoughts
4. Emotional Reactions
5. Normalization and Education
6. Future Planning
7. Coping and Disengagement
Brainstorming Activity
• What kinds of activities would make you feel 
supported as a health care provider?
• How can we implement a Caring for the Carers
strategy as part of routine support services
for staff and providers in our respective work 
areas?
PROFESSIONAL ETHICS
Objectives
By the end of this session participants will be able to:
• Define health care ethics, code of conduct, courtesy, 
scope of practice, and professional associations;
• Discuss the principles of ethics;
• Explain the themes of ethics that promote Respectful 
Maternity Care (RMC);
• Describe the role and responsibilities of regulatory 
bodies in promoting RMC.
• Describe professional associations’ responsibilities 
and roles in promoting RMC.
Ethics Defined
• Ethics describes a systematic examination
of moral life and seek to provide sound 
justification for people’s moral decisions and 
actions.
• Ethics can also refer to philosophical inquiry
examining “right” from “wrong” and “good”
from “bad.”
• Code of Ethics: A code of ethics publicly states 
the professional values of health care providers 
and indicates the values central to professional 
education and practice.
Code of Ethics
• Each health care provider has a personal value system 
influenced by his or her upbringing, culture, religious 
and political beliefs, education, and life experiences. 
• Ethical decision making recognizes that other 
individuals’ values are equally important to one’s own.
• Professional values are publicly and explicitly stated
in a code of ethics, code of conduct, and other formal 
statements that establish and make public the 
standards of a professional group.
Examples of Codes of Ethics:
• The International Council of Nurses (ICN) and
The International Confederation of Midwives (ICM) 
codes of Ethics reflect professional values inherent in 
nursing and midwifery and center on respect
for human rights, including right to life, dignity,
and treatment with respect.
• FIGO’s Code of Ethics states that the relationship 
between a doctor and patient is based on 
confidentiality, honesty, and trust: 
–The doctor must act as an advocate for the patient and make all 
decisions based on her benefit;  
– If there is no established doctor–patient relationship, the doctor 
may refuse to provide care—except in emergencies.
Scope of Practice
The scope of practice defines the provider’s 
responsibilities and practice’s legal boundaries:
• It states explicitly what health professionals can
be held accountable for in the course of providing 
care.
• Scope of practice differs from one profession
to another and stipulates practices’ boundaries 
and links between them. 
• Providers need to be competent in and enabled
to fulfill their scope of practice. 
Courtesy
• Courtesy refers to polite and civil mannerisms,
and behavior individuals display when interacting 
with one another. 
• Use of courtesy generally conveys respect for one’s 
self and the other individual. 
• In a professional setting, courtesy can refer to a 
code of ethical behavior regarding the professional 
practice, or to the interactions between members 
of a profession or their clients. 
• Professional courtesy can have several different 
forms:
Examples of Professional Courtesy:
• An employer can show courtesy to employees
by respectfully acknowledging their work stresses, 
and offering small comforts such as serving hot 
tea, and short breaks away from the work 
environment.
• A health care provider can display courtesy
to a colleague by ensuring that shared supplies are 
cleaned and neatly put away after they use them. 
• A provider can display courtesy to a laboring 
woman by offering her companion a chair to sit in, 
or by speaking quietly when discussing her medical 
information with her.
Ethical Principles
Ethical principles guide moral decision making and 
moral action, and are the foundation of making moral 
professional judgments; they include:
• In providing medical care, to do “good”
and “avoid doing deliberate harm”;
• To treat all individuals equally and equitably 
without regard to a patient’s background
or ethnicity;
• Only differ amount of care provided based on
the severity of the medical condition—providing 
more intensive care to patients in critical need.
Ethical Principles
• Patients are free and autonomous, and once given 
full information about their condition and medical 
choices, they can accept or decline a procedure. 
• Only occasionally, when benefits are far greater 
than risk, can a provider override a patient.
• Themes in codes of ethics include health workers’ 
relations with co-workers, and their responsibility
to report breaches of professional behavior.
• Service providers must use their ethics knowledge 
and ethical reasoning to make ethical decisions, 
while using their knowledge of the law to determine 
the legal parameters of their professional practice.
Ethical Issues
Ethical Issues Related to the Health Care Profession
• Practice competence and co-worker relations
• Employment conditions
• Purpose of the nursing profession and personal conduct
• Incompetence of other health workers
• Role and accountability—self-responsibility for actions and 
advocating for patients
Ethical Issues Related to Patients
• Respect life and dignity of the patient
• Uphold patient confidentiality
• Nondiscrimination against persons
Ethical Issues in Relation to General Social Welfare
• Addressing and improving the community’s health and social needs
• Providers’ relation to the state and obeying its laws
The Roles and Responsibilities
of Regulatory Bodies
• A regulatory body is a legally designated public authority 
or government agency responsible for regulating
or supervising a designated activity in an autonomous, 
unbiased capacity. 
• Each professional discipline has a regulatory body 
(usually referred to as a board or council) that:
– Safeguards the public by ensuring licensed 
professionals have a certain level of skill; 
– Supports professionals by regulating continual 
professional development; and
– Plays a disciplinary role in the event of professional 
misconduct.
The Role of a Professional Association
A professional association represents a particular profession
and promotes excellence in its practice, and protects 
the good standing of its professional practitioners.
• A professional association is not profit making entity. 
• It represents a profession’s interests and serves as its 
public voice.
• It protects a profession by guiding employment terms and 
conditions.
• It maintains and enforces training and practice standards               
as well as ethics in professional practice.
• It influences local, regional, and national policy. 
• It can also act as a labor or trade union for organizations
and workers who choose collective bargaining.
Brainstorming Activity
• To which professional associations do you belong?
• How do those professional associations support 
you?
• What are professional bodies’ roles in promoting 
Respectful Maternity Care?
Professional Ethical Dilemma 
Activity
Learning objectives
• Discuss ethical dilemmas that may arise in 
professional work.
• Explain how ethical dilemmas may result into 
D&A. 
• Discuss possible options to mitigate D&A.
PROMOTING
MUTUAL ACCOUNTABILITY:
THE RIGHTS AND RESPONSIBILITIES
OF HEALTH PROVIDERS AND CLIENTS
DURING CHILDBIRTH
Objectives
By the end of the session participants should be able to:
• Define the concept of a charter as a tool for ensuring
a rights-based approach to maternal health care;
• Briefly discuss the core functions and responsibilities
of ministries of Health; 
• State the responsibilities of health service providers
in a service charter;
• Discuss the responsibilities of patients and clients
in the service charter;
• Discuss maternity open days as a strategy
for improving mutual understanding, accountability,
and respect between communities and providers.
What Is Mutual Accountability?
• Mutual accountability refers to two individuals
or groups adhering to an understanding
of responsibility to maintain the commitments
or obligations they have to one another,
and to maintain transparency in their actions.
• Mutual accountability is critical to improving
the quality of health care and effectiveness
in achieving better results.
• The partners involved in health service delivery 
usually include governments, implementing 
partners, health managers, providers, clients,
and the community.
What Is a Charter?
• A charter is a document that formally states
an organization’s standards, core functions, and rules
of conduct and governance.
• A charter grants certain rights, power, and functions
to an organization but also includes its obligations
to its customers and their rights.
• What is a service charter? A service charter is a 
simple public document that briefly and clearly states 
the standards and quality of service any customer
can expect from an organization within its services.
• A service charter is guided by a vision, mission, values, 
culture, and ethical policies.
What Is a Health Service Charter?
• A health service charter is a statement of intent
to clients and customers, which defines
an institution’s (such as a health ministry
or health facility).
• A health service charter also states its core 
functions, services, commitments, obligations, 
customers’ rights and obligations, mechanisms
for complaint, and redress for any dissatisfied 
customers.
• A health service charter is guided by the health 
sector’s vision, mission, and mandate.
Core Functions of Ministries of Health
• Formulating standards, implementation, and 
regulation of health and sanitation policy, and 
health service delivery;
• Registration of doctors and paramedics;
• Administration of medical research institutes, 
medical training colleges, hospital insurance funds, 
medical supplies agencies, and government 
chemists;
• Managing clinics, dispensaries, health centers,
and hospitals; and
• Health education, inspection, and other services 
including food safety.
Ministries of Health are expected to achieve
certain goals for delivering services to clients:
• Equitable distribution
of health services 
• Timely provision
of health care services 
• Provision of quality 
services
• Customers’ rights
to information 
• Courtesy and respect
for customers 
• Non-discrimination
of customers 
• Confidentiality
of client information 
• Privacy of customer care 
and treatment 
• Avoiding corrupt practices 
and preferential treatment 
of clients 
• Establishing customer care 
centers in all facilities 
• Conducting regular 
customer surveys and 
publishing reports
Providers’ Responsibilities
• Promoting healthy lifestyles
• Preventing disease
• Protecting the general public against harm
• Coordinating and providing health services 
• Responding promptly to health enquiries
• Providing accessible and timely services for all
Clients’ Rights
All clients have the right to:
• Optimum care by 
qualified health 
providers
• Accurate information
• Timely service
• Choice of health provider 
and service
• Protection from harm
or injury within health 
facility
• Privacy and 
confidentiality
• Courteous and dignified 
treatment
• Continuity of care
• Respect for personal 
opinions
• Emergency treatment
in any facility of choice
• Dignified death, 
preservation, and 
disposal
• Participation in health 
services planning and 
management
Client Responsibilities
Health care clients are 
obligated to:
• Engage in a healthy 
lifestyle
• Seek treatment 
promptly
• Seek information
on illness and 
treatment
• Comply with treatment 
and medical 
instructions
• Be courteous and 
respectful to health 
providers
• Help combat corruption 
(report any corrupt 
practices and refrain
from seeking preferential 
treatment)
• Enquire about the related 
costs of treatment
or rehabilitation
and agree on mode
of payment
Client Responsibilities
• Care for health records
in his or her possession
• Respect the rights
of other patients
as well as health care 
providers
• Provide health care 
providers with relevant 
and accurate information 
for diagnosis, treatment, 
rehabilitation, or 
counseling 
• Be respectful of health 
facilities 
(do not intentionally 
cause damage)
• Participate
in health care services 
management 
• Foster service delivery 
partnerships
MATERNITY OPEN DAYS
Objectives
• Strategize for building mutual accountability
• Practically apply strategies for promoting mutual 
accountability
The Importance of Educating 
Community Members
• Health care clients are often unfamiliar with their rights and 
responsibilities in a medical setting. Specific to childbirth, many 
community members do not understand the events and 
procedures involved with giving birth in a facility. 
• A lack of mutual understanding can give rise to mistrust between 
care providers, women seeking care, and community members. 
• This in turn can lead to fear, myths, and misconceptions 
surrounding facility-based childbirth, and even give rise to D&A. 
• These misconceptions can cause women to choose not to deliver 
in facilities and can frustrate service providers. It is important to 
ensure that community members are educated as to their rights 
and responsibilities in seeking care at a health facility.
What Are Maternity Open Days? 
• A maternity open day is an event in which a health care facility opens its 
doors to the community and provides a specific opportunity for 
pregnant women and their families to interact with health care 
providers and visit the maternity unit. 
• This can help promote transparency, familiarity, and increased client 
knowledge of what to expect. 
• It is also an avenue for ensuring accountability of the facility to society, 
enabling community members to confirm that the facility upholds the 
service charter’s rights and obligations. 
• Furthermore, it provides an opportunity for facilities and communities to 
work together to find solutions to problems. 
• For example, if a facility has an inadequate supply of water, the 
community may offer to support the facility by harvesting rain water. 
How to Hold a Maternity Open Day 
• Agree on a date for the open day with health facility managers 
and community leaders.
• Send invitations through the existing community information 
systems.
• Invite pregnant and interested women and their families to visit 
the maternity unit.
• Arrange simple refreshments to be made available (if possible).
• Before the maternity unit tour, explain about care and procedures 
during labor and delivery including the layout of the maternity 
unit. 
• Describe the quality of care that clients can expect. Allow for 
discussion to dispel any misconceptions/rumors.
How to Hold a Maternity Open Day ...
• Explain the rights that maternity clients have, and their obligations 
to the provider and facility.
• Allow groups of 5–8 community members to tour at time to avoid 
congestion Note: you must not disrupt care of any women currently 
attending the maternity unit.
• Maintain privacy and confidentiality for mothers in labor.
• After the tour, midwives and other health providers engage the 
community members with a question-and-answer session on:
– Were their expectations met during the tour?
– Clarify any other queries they may have.
– Ask community members for recommendations, i.e., what contributions can 
the community members make toward improving the maternity unit for both 
the providers and the clients?
How to Hold a Maternity Open Day ...
• Encourage facility-based childbirth and male 
involvement/birth companions during pregnancy 
labor and delivery.
• Remind pregnant women about birth and 
complication readiness plans.
• Other curative or preventive health services may be 
integrated into the day’s activities, e.g., minor 
treatment of childhood illnesses, screening for 
cancer of the cervix or prostate.
Brainstorming Activity:
Planning for maternity 
open days :
• How can you implement 
maternity open days in 
your own facilities? 
• Do you have any new or 
different ideas for 
engaging the community 
in a maternity open day?
• What challenges might 
you face, and how can 
they be overcome?
HEALTH FACILITY MANAGEMENT
Learning Objectives 
By the end of the session the participants will 
be able to:
• Discuss the composition of the health facility management 
committees/boards.
• Discuss the role of the committee in promoting RMC. 
• Discuss the powers of the health facility management 
committees/boards.
• Review the criteria for selecting HFMC/B members by 
facility management.
Health Facility Management 
• Health Facility Management Committees (HFMCs) 
or Health Facility Management Boards (HFMBs) are 
established through national or regional 
governments.  
• Community representatives in the committees or 
boards should represent public/community interest 
in the management of health facilities. 
• The community members’ representatives should 
enjoy equal rights in decision making in the 
committees or boards as the technical and health 
management representatives. 
Role of the HFMC/B in 
Promoting RMC
• To advise the community on matters related to the 
promotion of health services.
• To oversee the general operations and 
management of the health facility. 
• To represent and articulate community interests on 
matters pertaining to health in local development 
forums. 
• To facilitate a feedback process to the community 
pertaining to the operations and management of 
the health facility. 
Role of the HFMC/B in 
Promoting RMC…
• To implement community decisions pertaining to 
their own health. 
• To mobilize community resources toward the 
development of health services within the area
• To oversee continuous quality improvement (CQI) at 
the facility level. 
– This includes risk management functions (including mortality 
and morbidity reviews and the review of adverse events and 
near misses), as well as continuous quality improvement 
activities to improve care processes at all levels of service 
delivery 
Powers of the HFMC
• The committee shall have the authority to raise 
funds from within itself, the community, or from 
donors and other well-wishers for the purpose of 
financing the operations and maintenance of the 
facility. 
• The committee shall have authority to hire and fire 
subordinate staff employed by itself in the health 
facility. 
• The committee shall oversee the development and 
expansion and maintenance of the physical 
facilities within their respective area.
MEDIATION AS AN ALTERNATIVE 
DISPUTE RESOLUTION 
MECHANISM
Learning Objectives
By the end of the session participants should be able to:
• Define alternative dispute resolution (ADR) mechanisms. 
• Describe examples of ADR mechanisms available in the 
local context.
• Discuss mediation as an ADR mechanism in dealing with 
D&A incidents. 
• Define characteristics of a mediator. 
• Describe a mediator’s role.
• Explain the ADR or mediation process. 
• Discuss advantages and disadvantages of ADR 
mechanisms.
• Demonstrate the use of ADR mechanisms in resolving 
disrespect and abuse cases
Definition
Definition of alternative dispute resolution 
mechanism (ADR): 
• Is a process of resolving disputes by using methods other than 
conventional litigation (i.e., by utilizing traditional or community 
justice systems). 
• It is the act or process of mediating between parties, to effect an 
agreement or reconciliation. 
• ADR is often used as a means to avoiding the often cumbersome, 
slow, and expensive nature of many conventional legal systems 
• It is used strictly on a voluntary basis -- no party should be coerced 
into it. The ADR mechanism has been found to work effectively in 
resolving conflicts resulting from D&A.
(Christopher Moore, 2005)
Definition of Mediation 
• Mediation is a process whereby an independent 
and impartial third party facilitates the negotiation 
process between disputing parties. 
• The third party, the mediator, is not a decision 
maker- like a judge or a magistrate. 
• Decisions are made by the parties themselves with 
facilitation from the mediator. 
• Mediators need to be specially trained.
A Mediator 
A mediator is a convener, an educator, a guardian of 
the mediation process, and an independent and 
impartial intervener. 
The role of the mediator is to: 
• Assess the degree of conflict,
• Expand access to relevant resources that enable the parties to make 
informed decisions,
• Test the reality of each party’s assumptions and engage the parties to 
gain new perspective on their own positions,
• Serve as a neutral facilitator for negotiation and enhance 
communication between disputing parties, and
• Educate the parties on the negotiation process and ensure that the 
process is upheld and not abused.
Mediation Process in Promoting 
RMC During Childbirth
• Childbirth is a stressful yet joyous moment for the mother, 
family, and the service provider. 
• However, sometimes the mother, partner or relatives may 
feel that some of the events occurring around the labor and 
delivery process are not well handled. 
• Incidents of D&A should be discussed and the responsible 
parties held accountable in order to resolve the issue and 
prevent it from happening again. 
• Mediation is a recommended method to address incidents 
of D&A. The mediation process is voluntary and may be 
terminated at any time by any party or the mediator. 
Advantages of Mediation for 
Patients/Relatives 
They include: 
• Faster than a court process
• Less confrontational or adversarial
• Encourages creativity for solutions
• Improves communication between parties
• Results in more durable solutions
• Less costly
• Flexible
• Less formal
• Party-controlled/driven
• Confidential
• Satisfying to the parties
Mediation Can Follow the Following 
Structure:
• Stage 1 – Introduction and opening statement 
(setting the climate)
• Stage 2 – Narration or presentation by the parties 
(storytelling)
• Stage 3 – Determining interests
• Stage 4 – Setting out issues
• Stage 5 – Brainstorming options
• Stage 6 – Selecting durable solution
• Stage 7 – Closure
Stage One – Introduction 
• Introduction of mediator and parties.
• Disclosure of mediator’s qualifications.
• Congratulating parties for choosing mediation.
• Establishing and maintain trust and confidence.
• Explanation of the mediation process/ground rules.
• Disclaimer of bias and neutrality of mediator.
• Signing confidentiality agreement.
Stage Two: 
Presentation by the Parties 
• Parties provide perspective of dispute without 
interruption:
– Gives parties opportunity to vent or express their anger and 
emotions.
– Helps mediator to understand the parties and their interests. 
– Helps mediator to identify obstacles to resolutions.
– Opportunity for parties to hear each other directly and get the 
other’s perspective.
• The mediator acts as an active listener and asks 
questions for clarification.
Stage Three: Determining Interests 
• Mediator summarizes, clarifies, and confirms the 
interests of the disputants. 
• Parties confirm the accuracy of the mediator’s 
understanding of the disputants.
• Mediator may encourage parties to address each 
other directly, ask and answer questions, clarify 
misunderstandings, and offer acknowledgments.
Stage Four – Setting Out Issues 
• Mediator helps disputants develop a list of issues:
– Objective is to help disputants focus on the specific items that 
must be resolved.
– All issues that need to be resolved must be identified.
• Mediator frames issues in a manner that promotes 
problem-solving: 
– Exemplifies use of neutral language. 
Stage Five – Brainstorming Options 
• Mediator encourages the disputants to generate options.
• Mediator encourages disputants to select familiar and 
creative options.
• Mediator and parties explore and discuss the pros and 
cons of each option. 
• Mediator guides parties to focus on the problems and not 
on each other or the past:
– Mediator should only make suggestions of options if there is 
certainty that he or she has no personal bias in the situation.
• Ideally, a workable option should originate from the 
parties themselves
Stage Six – Selecting Durable 
Options and Closure 
• Mediator facilitates negotiations between the 
parties.
• Mediator helps the parties pick realistic and viable 
options for resolution.
• The mediation will hopefully result in agreement.
• If no agreement, the mediator acknowledges 
progress and explores alternative solutions. 
Disadvantages and Challenges 
of Mediation
Disadvantages:
• Nonbinding unless parties consent.
• Proceedings have the potential to go on indefinitely.
• Goodwill is necessary.
• Unsuitable when parties need urgent protection (e.g., sexual 
assault).
• Unsuitable where there is inequality of bargaining power (e.g., a 
manager and supervisee).
• No precedents are created (a precedent is a rule established in a 
previous legal case that is either binding on or persuasive). This 
implies that in meditation the way a case is resolved cannot be 
used as a basis for resolving another case.
Challenges of Mediation
• Lack of trust among participants and poor 
communication.
• The meeting of parties involved in mediation may 
be difficult or uncomfortable.
• Parties may believe that there is a better way of 
resolving their disputes.
• Parties who come into the mediation with a set 
definition of their problem.
Applying the Mediation Process 
to Situations of D&A 
• Once a case is identified through a complaint and the 
parties involved chose to resolve it through mediation the 
following should be done to begin the process:
• Verify the facts from reports and listening to parties 
involved. 
• Such parties may include community strategy focal 
persons, members of community watch-dog groups, 
CHWs, or service providers. 
• Identify the mediators through whom the case can be 
heard and with whom disputants must feel comfortable.
Applying the Mediation Process 
to Situations of D&A …
• Mediators may include: 
– Members of facility management committee,
– Society/community leaders,
– Quality improvement committee members, 
– Representatives of professional association bodies, 
– Health management teams members (regional, county, facility etc.), or
– Hospital management teams. 
• Identify a suitable venue, date and time 
• Inform all interested parties and selected mediators and 
confirm their availability
• Once the parties and mediator(s) convene at the venue the 
mediator employs the mediation process as describe above.
Brainstorming Session on Mediation:
Reflecting on our facilities/work stations:
• What accountability mechanisms have you used 
in the work stations to deal with D&A?
• How was the incident(s) resolved?
• In your opinion, how will you incorporate mediation 
within the health care settings in your station?
Session 9 
Role Play 1: 
• Using mediation to resolve an incident of physical 
abuse
Session 9 
Role Play 2: 
• Using mediation to resolve an incident of non-
dignified care, discrimination, or detention in 
facility-based childbirth (suitable for managers)
COMMUNITY INVOLVEMENT 
IN RMC
Learning Objectives:
By the end of the session the participants should be 
able to:
• Outline community members’ roles in promoting 
respectful maternity care.
• State community structures available for dealing 
with incidents of D&A.
• Demonstrate techniques for strengthening 
community–facility links and methods to deal with 
incidents of D&A at the community level.
Community’s Role in Promoting RMC
• Includes identifying the barriers that prevent 
women from receiving respectful care during 
childbirth in health facilities. 
• The following are some of the barriers: 
– Inadequate knowledge of labor and delivery procedures 
– Failure to fulfill obligations or demand rights
– Cultural beliefs and practices
– Myths and misconceptions 
– Financial barriers 
Community Members Should:
• Recognize their right to quality care during childbirth in 
health facilities and proactively pursue information on good 
health practices including childbirth. 
• Respectfully demand good customer care during all 
services provided in health facilities including childbirth.
• Encourage women who have experienced disrespect and 
abuse during childbirth to speak out and seek redress 
through mediation, counseling, or other available avenues.
• Offer emotional support to women and their birth 
partners/families that experienced disrespect and abuse 
during childbirth. 
Community Members Should:
• Establish or strengthen a clear linkage connecting 
the community and facilities to address disrespect 
and abuse.
• Mobilize community resources (money, materials, 
and people) to support initiatives promoting 
respectful maternity care, such as:
– Legal and maternal health advocates 
– Community watchdogs 
– Health facility management committees 
– Community members/volunteers to work as mediators, etc. 
Group Activity: 
Community’s role in promoting RMC: 
• What community structures or mechanisms exist in 
your locality for legal redress and accountability 
that could be used to improve RMC?
• How can we strengthen facility, community, and 
manager linkages for RMC and mutual 
accountability?
Community-Level Structures 
for Dealing With D&A 
Community members should be made aware of the existing structures 
through which to claim their rights by reporting the incidence of D&A. 
These include: 
• Community Health Workers:  Volunteers trained by the Ministry of Health to offer basic 
health care and refer community members to formal health care services as appropriate.
• Health Facility Management Committees (HFMCs): Established through an act of 
parliament, they include representatives from communities and health facility 
management. Community members represent the community interests and have 
authority to make the HFMC accountable for good-quality health services.
• Legal aid officers and community watchdog representatives: Trained by civil society on the 
community’s legal rights and mandated to educate the community about their civil rights 
and assist them in obtaining redress when their rights are infringed.
• Local administration: Chiefs and village and society leaders who are charged with the 
responsibility of linking their community to other formal governments in dealing with social 
issues including health and community welfare.
STRENGTHENING CONTINUOUS 
QUALITY IMPROVEMENT (CQI)
Learning Objectives
By the end of this session the participants should be 
able to:
• Describe the term continuous quality improvement 
(CQI).
• Discuss CQI in relation to respectful maternity care.
• Explain the membership of CQI  teams.
• Determine the roles of CQI  teams in promoting 
respectful maternity care.
• Discuss ways to strengthen CQI teams so that they 
involve maternity units.
Definitions
• Continuous quality improvement: CQI refers to the 
combined and ongoing efforts of everyone;
– health care professionals, patients and their families, 
– researchers, planners, and educators in order, 
• To make the changes leading to better patient 
health outcomes, better patient care, better 
professional development, and better access to 
care.
(WHO, 2005)
Quality Of Care 
Includes the following elements: 
• Availability: a sufficient quantity of functioning public health 
and health care facilities, goods, services, and
programmes; 
• Accessibility: non-discrimination, physical accessibility, 
affordability, information accessibility;
• Acceptability: respectful of medical ethics and culturally 
appropriate, sensitive to age and gender; and
• Quality: scientifically and medically effective 
(WHO, 2010) 
Introduction to CQI in Childbirth
• In labor and childbirth, CQI includes woman-
centered care, which refers to health care that 
respects the values, culture, choices, and 
preferences of a woman and her family, within the 
context of promoting optimal health outcomes. 
• Woman-centeredness is designed to promote 
satisfaction with the maternity-care experience and 
• Improve well-being for women, newborns, their 
families and health care professionals. 
• Woman-centered care is an essential component of 
health care quality
Woman-Centered Care
• Accepts each woman’s knowledge and feelings of 
her own being and respects her ability to identify 
her own needs and those of her baby.
• Recognizes the importance of ensuring optimal 
maternal and newborn health outcomes.
• Is ‘holistic’ in terms of addressing the needs 
engendered by a woman’s physiology, psychology, 
ethnicity, socioeconomic circumstances, sexual 
orientation, culture, religion, and level of education.
• Recognizes women as predominant caregivers and 
strives to support them in managing the challenges 
they face in accessing health care. 
Woman-Centered Care…
• Facilitates links to childbirth information and education, enabling 
women to ask questions and make informed choices about who 
provides care, where it is given, and what form it takes.
• Recognizes women’s rights to self-determination in terms of choice of 
caregiver and birth support, including decisions about the role family 
members or significant others will play during pregnancy, labor, birth, 
and postnatal periods.
• Offers continuity of care so women are able to form trusting 
relationships with the providers who support them, and promotes 
collaboration with care providers to ensure smooth transitions from one 
level of care to another.
• Focuses on women’s unique needs, expectations, and aspirations 
rather than the needs of institutions or professions involved.
• Ensures women are equal partners in the planning and delivery of 
maternity care.
Forming or Strengthening CQI Teams 
• Review the current policy of CQI teams. Review the 
current membership.
• Ensure that the team includes people who have an 
interest in the issues, those directly affected by the 
issues and those who can act on them.
• Include maternity unit staff.
• Include community members from the facility 
management committee.
• Set goals, objectives, and tasks to be achieved by 
the team.
1. Identify Team Members
• Teams should have 3-4 members who will plan, implement, 
and evaluate their work. 
• If a facility already has a team, make sure it includes 
appropriate members promoting respectful maternity care. 
• Suggested members are: a midwife, a nursing officer in 
charge, a hospital administrator and a medical officer in 
charge. 
• However, staffs will select members for the CQI team. 
Note: Facilities with large maternity units may have a maternity unit CQI 
team but they should be linked to the overall facility CQI team. 
2. Time and Place
Identify time and place for short weekly meetings (no 
more than 30 minutes) 
• The CQI team does not have to meet at the 
same time and place each week. 
• Meetings can be more or less frequent as 
needed. 
• Team notes should be taken in the following 
format:
Date Main points for discussion Next steps Person responsible Due by
3. Set Goals 
• A goal is a clear statement of the intended 
improvement and how it is to be carried out and 
then measured. 
• Team members will use their goal statement to 
stay focused and to establish boundaries for what 
is and what is not included in the team’s scope of 
work, and to define their successes. 
• The goals will be posted at every team meeting. 
3. Set Goals…
How to write a goal. A goal should:
• Answer the question, “What do we want to 
accomplish?” 
• Be measurable.
• Be short so that everyone can remember it. 
• Does not include how you will achieve it. 
• May include a beginning and an end date. 
4. Clarify the Role of CQI in RMC
CQI teams will gather data and information on 
providers' and clients' perspectives of respectful 
maternity care by using the following tools:
• Maternity Care Providers Interview Guide (Appendix 9): A guide 
for soliciting providers’ perspectives on caring behaviors and the 
feasibility of performing them. 
• The CQI team can use this to track progress on individual and 
facility work plans to support efforts to promote a good working 
environment that enhances caring behaviors.  
• Maternity Client Exit Interview Guide (Appendix 10): An interview 
guide for exploring clients’ perspectives on provider caring 
behaviors and recent birth experiences.
Brainstorming Activity 
on CQI Teams and RMC
• What CQI team strategies do you have in place to 
promote woman-centered care in your 
facility/ward?
• How can we strengthen the CQI teams to ensure 
accountability through: 
– Providers?
– Facility/ward managers?
MONITORING AND DATA 
MANAGEMENT IN RMC
Learning Objectives 
By the end of the session participants should be able to:
• Explain the terms recordkeeping, reports, monitoring, and data 
management.
• List different types of records and reports in facility childbirth.
• Outline the use of the various records and reports.
• Discuss the purpose of recordkeeping and reports. 
• Describe management issues relevant to recordkeeping.
• Demonstrate the ability to complete and maintain records in 
relation to RMC.
• Briefly discuss the monitoring and evaluation for RMC. 
Definitions
• Recordkeeping: involves physically recording and retaining 
information with the purpose of facilitate future planning or 
reference needs. 
• Reports: Involves filling out and compiling specific 
information and data for use at different levels of planning.
• Monitoring: is a continuous data collection and analysis 
process to assess a project or program and compare it with 
the expected performance.  It provides regular information 
on how things are working.  
• Evaluation: provides a snapshot against some benchmarks 
or targets at a point in time of programs that may or may 
not be continuing.
Types of Recordkeeping Tools 
in Relation to Childbirth 
Type Use
Admission registers: Retain data on admission history, reason for visiting/medical 
complaints, HIV counseling and testing, next of kin, etc.
Maternity/delivery registers: Keep data on child delivery, time, mode, status of the baby, 
sex, blood loss, etc.
Nursing notes/Kardex Record the midwifery care given to the mother/baby.
Partographs: Record progress of labor and condition of mothers and 
babies
Stock keeping records e.g., bin cards: record the drugs and supplies in the ward or 
the facility or service delivery points. 
Reports: Submitted to different levels of management, e.g., daily/ shift 
reports, monthly reports, incident reports (maternal death, 
loss of baby); continuous professional development reports 
(CPD).
Types of Recordkeeping Tools 
in Relation to Childbirth
Type Use
Postnatal registers: Record the care received by the mother and baby after 
delivery up to 6 months. 
Mother–baby booklet: Records ANC, PNC services, and care received by 
mothers and babies for up to five years. 
Death reviews/reports:  Includes maternal and perinatal death review forms, 
verbal autopsies, and community report 
forms/booklets
Other: Linen book/register, ward and bathroom cleaning log 
sheets, diet order sheets /books, CPD log books, etc.
Importance of Recordkeeping 
and Reporting in Promoting RMC
• Good recordkeeping and reporting practices are key planning tools 
in providing adequate and high-quality care at the ward/health 
facility level. 
• Information collected and kept can be used for decision making in 
management and supervision activities during childbirth. 
• This enables providers to continually benefit from not only their own 
previous case experiences but also those of the entire ward or 
facility.
• Maintaining accurate, clear, complete, and relevant information for 
client records can help ensure that clients receive full and 
appropriate care given their medical history and condition status. 
Importance and Purpose 
of Medical Records
Medical records serve many purposes such as:
• Document the history of examination, diagnosis, and treatment of a patient. 
• This information is vital for all providers involved in a patient’s care and for 
any subsequent new provider who assumes responsibility for the patient.
• In disciplinary or peer review matters, medical records can justify (or refute) 
the need for a particular treatment.
• Medical records improve accountability.
• In reimbursement and utilization disputes, medical records document what 
services were rendered and whether they were medically necessary. 
Medical records are the single most important evidence for a provider 
during a malpractice claim or other inquiry concerning patient care.
Importance and Purpose 
of Medical Records…
• Medical records should contain sufficient, legible information that 
clearly demonstrates why a course of treatment was undertaken or why 
an indicated course of treatment was not. 
• Records must contain sufficient information to identify a patient, 
support their diagnosis, justify their treatment, and accurately 
document the course and result of their treatment. 
• Records must include: patient histories; subjective complaints; 
examination results; test results, x-rays; objective assessments; 
treatment plans; reports of consultations and hospitalizations among 
others
• Certain patient information such as billing records or test results should 
be part of the patient’s medical records.
Means of verifying recordkeeping 
information
• Exit interviews
• supervision reports
• periodic surveys
• Monthly Monitoring Data Forms:
– Health facility: Facility in charge
– Maternity in charge
– Community health workers (CHW) tool
RMC monitoring tools
Tool Monthly report on
D&A incident consent 
(Annex 9)
Clients family consent and detail description of 
the case indentified/handle ore referred
Health facility managers tool
(Appendix 11)
HFMC/B activities in relation to RMC: No of 
incidents handled, through various 
accountability mechanisms , availability of the 
essential maternity commodities supplies and 
drug: infrastructure etc
Maternity in charge tool
(Appendix 12)
CPD, QITs and maternity open days meetings, 
caring of the carer sessions, availability of the 
essential maternity commodities supplies and 
drug
CHEWs and CHWs report form 
(Annex 13)
Community level  training, no. if  incidence/s 
identified, handled through mediation or 
referred fro counseling/ mediation, dialogues 
days etc
CLINICAL EXPERIENCE
Goal
• To provide an opportunity for the participants to 
observe maternity cares services and identify acts 
of omission or commission that promote respectful 
maternity care or are disrespectful 
Learning Objectives 
By the end of the session the participants will be able to 
identify any acts of commission or omission that either 
promote respectful maternity care or result to D&A as they 
(participants) observe the following: 
• History-taking of admitted mothers 
• Physical examinations  at any stage of labour or postnatal
• Proper infection prevention practices 
• Effective use of delivery register and other data management 
tools
• The level of cleanliness of the ward/unit/facility
• An example of the public display of a service charter and general 
ward information
Learning Objectives ...
Observe 
• An optimal state /condition of ward areas, e.g., is there privacy 
and confidentiality
• Positive, professional provider working relationships with 
colleagues, patients, relatives and /or community members.
• The level of cleanliness of the ward/unit/facility
• An example of the public display of a service charter and general 
ward information
• An optimal state /condition of ward areas, e.g. is there privacy 
and confidentiality
• Positive, professional provider working relationships with 
colleagues, patients, relatives and /or community members.
Instructions 
• Observe caring behavior during labour and child 
birth
• Observe for the seven categories of disrespect and 
abuse: 
– Physical abuse, non-consented care, non-confidential care, 
and non-dignified care, discrimination, abandonment of care, 
and detention in facilities 
• Look out for conditions that could be dehumanizing 
the clients and their relatives e.g. dirty wards, 
utensils, cold showers/food, wet floors, etc.
TRANSLATING EVIDENCE INTO 
ACTION
Goal
• The goal of this session is for each participant to 
use the skills they have learned throughout the 
workshop to develop an action plan. Skills include 
dealing with D&A at a personal level, at the ward, 
unit, or facility level, and at the health 
management level.  
Learning Objectives
The action plans will be twofold namely:
1. Initiating or strengthening the tested 
interventions discussed during the RMC 
workshop 
2. Orientating/updating other service providers in 
the participants respective work stations through 
mentorship and support supervision. 
– Where feasible workshop could also be used to train or 
update other staffs. 
Interventions Work plans
Reflect on the evidence and interventions discussed 
during this workshop. In your facility/DHMT groups,  
develop implementation action plans .
IMPLEMENTATION
• What needs to be done?
• By whom? By when?
• What resources?
EVALUATION
• What evidence indicates progress?
• How and when will evidence be gathered?
Action Plans on Updating 
or Training Staff
Request each participant to orientate others back in 
their stations as follows:
• Provide feedback to all service providers in the 
health facility especially in the maternity unit 
including:
– Support staff such as clerks, cleaners, guards, and those 
offering hospitality services e.g., serving meals, making beds 
among others
Updating Continued 
• Use of mentoring as an approach to update other providers is 
recommended NOTE: RMC update sessions (can be broken down 
in series of 1-2 hour updates and based on each the intervention 
component in the tool kit)
• Use the power point slide (hand copies could also be used) 
provided during the training when providing updates to ensure 
standards in delivering the content.
• Refer to the job aids on provide in this Population Council RMC 
tool kit and share the job aids with the staffs
• Evaluate knowledge gained by asking random questions 
• Once the staffs are orientated they will also need to make their 
implementation action plans as discussed above.
• Remember to make your presentation lively and very interactive
Summary- Take Away Points 
• D&A deters facility-based child birth yet SBA remains low
• Is a global problem and a violation of human rights
• Intervention is low cost BUT requires a multi-pronged approach 
(Policy, facility and community-level)
• Change process requires critical self-reflection, thinking and 
action – VCAT is a useful tool 
• Attitude and behavior change is largely self inspired and 
individual driven
• A supportive environment at all level of service delivery is a must 
for RMC
• Community linkages are key in promoting RMC 
P
h
o
to
 b
y
 F
ly
n
n
 W
a
rr
e
n
 c
o
u
rt
e
s
y
 o
f 
th
e
 P
o
p
u
la
ti
o
n
 C
o
u
n
c
il
Thank You
The Population Council conducts biomedical, social science, and public health research. We 
deliver solutions that lead to more effective policies, programs, and technologies that improve 
lives around the world, at: www.popcouncil.org
Additional Slides for Facilitator Use
**the following slides are to be used to 
explain the necessity of the facility-based 
workshops on Promoting Respectful Maternity 
Care & explains how to use the RMC toolkit **
Introduction
What is the RMC concept?
• Respectful Maternal Care (RMC) encompasses 
respect for women’s basic human rights
that include respect for women’s autonomy, dignity, 
feelings, choices, and preferences, including 
companionship during maternity care (WRA 2011).  
• RMC involves Woman-Centered Care
during facility-based childbirth.
• RMC employs a rights-based approach to maternity 
care services.
RMC Resource Package
• A set of resources designed to provide background 
information, instructions, and tips to deliver 
interventions aimed at promoting RMC;
• For program managers, supervisors, trainers, 
technical advisors, and others in the field of sexual 
and reproductive health to:
– Organize or facilitate 
– Build capacity
– Advocate
Contents of RMC Resource Package
1. Facilitator’s Guide—reference manual for the trainer
2. Participants’ Guide—reference manual for provider 
trainees
3. Community Trainers of Trainers (ToTs) Manual—
for training CHWs and other community resource persons as 
ToTs
4. Community Flipchart—highlights RMC key practical points 
that can be used by community resource persons 
5. Job Aids—offer guidance on how to conduct:
Maternity Open Days
Conflict Resolution 
Debriefing Sessions—Caring of the Carers
RESOURCE PACKAGE
Facilitator's guide: 
Health Facility level
VCAT and set 
of selected rights-
based approaches 
adapted
for  improved 
accountability  and 
responsiveness to 
RMC at all health 
care levels  
Training 
activities
Facilitator's 
instructions
Checklists
Reference materials 
Participants’ 
manual
VCAT and a set of  
selected rights 
based approaches 
adapted for 
improved 
accountability  and 
responsiveness to 
RMC at all health 
care  levels 
Job aids and 
reference materials
Individual and 
facility plans
Facilitators guide: Community 
level 
A set of selected 
rights-based approaches  
and interventions at 
community level
Community 
Flipchart
Job Aids 
Information 
brochure
Monitoring 
Tools for mentoring and 
supervising teams
Periodic exit 
interviews and 
provider  in-depth 
interviews (IDIs)
Routine data health 
management 
information system 
(HMIS)
Providers’ Workshop
• Includes materials and intervention activities 
highlighting key practical points for policy makers, 
health managers, and advocates for promoting 
RMC;
• Materials include global and national strategies 
and evidence related to RMC;
• Exercises helping providers look at their values
and attitudes related to RMC are also included.
Content of Providers’ Workshop
• Overview of maternal health along with disrespect 
and abuse (D&A) during facility-based childbirth
• Human and childbearing rights
• Values clarification and attitude transformation (VCAT)
• Psychological debriefing of health care providers
• Professional ethics
• Promoting mutual accountability—rights and 
responsibilities of both health care providers
and clients during childbirth 
• Health facility management     
Content of Providers’ Workshop
• Mediation as an alternative dispute resolution 
mechanism
• Community’s role in promoting RMC in facilities
• Strengthening continuous quality improvement 
(CQI)
• Monitoring and data management
• Translating evidence into action—Intervention 
implementation plans
DISRESPECT AND ABUSE (D&A) 
• Proven Best Practices and Interventions
to Promote Respectful Maternity Care (RMC) 
Three-pronged Approach to Promoting 
Dignified and Respectful Maternity Care
National Level 
Policy
Health Facility 
Level
Community
Level
Package
of interventions 
to promote 
Dignity of Care
Target all 
three levels 
together
to achieve 
maximum 
impact
The Interventions at the Three Levels
